Background: Type 2 diabetes is one of the most prevalent non-communicable diseases in Bangladesh. However, the correlates of type 2 diabetes among adults in Bangladesh remain unknown. We aimed to investigate the correlates of type 2 diabetes among the adults in Bangladesh.
with diabetes in the top five SEA countries, Bangladesh is in the second position [3] . The number of people with diabetes in Bangladesh was 5.10 million in 2013, which is expected to increase to 8.20 million (13 % of the total adults) by 2035 [3, 17] . A systematic review and meta-analysis between 1995 and 2010 showed that the prevalence of diabetes among the adults in Bangladesh has increased significantly, 4 % in 1995-2000, 5 % in [2001] [2002] [2003] [2004] [2005] , and 9 % in 2006-2010 [12] . Although diabetes is a silent killer, nearly half of the population with diabetes is undiagnosed. Furthermore, among those diagnosed with diabetes, only 1 in 3 patients is treated and roughly 1 in 13 achieve treatment targets [18] .
Several studies on diabetes have been conducted in Bangladesh [10, [19] [20] [21] [22] . However, these studies were small-scale, confined to urban -rural communities or some other specific groups (e.g., slum residents), which did not demonstrate the wide range of correlates of diabetes for the whole country. Therefore, the objective of this study was to identify the correlates of type 2 diabetes using data from the 2011 Bangladesh Demographic and Health Survey (BDHS).
Methods
The survey and data source
The Demographic Health Survey (DHS) was designed to collect data to monitor and evaluate population, health, and nutrition status of developing countries [23] . In Bangladesh, this survey has been carried out continuously in a three year interval since 1993 under the authority of the National Institute for Population Research and Training (NIPORT) of the Ministry of Health and Family Welfare. The data files were released in the MEASURE DHS website [23] , which are free and available for research. The survey followed the MEASURE DHS model questionnaire and was adopted for use in Bangladesh after a series of meetings with local and international experts [24] . The ICF International located in Calverton, Maryland provided the technical assistance, and the financial support was provided by the United States Agency for International Development (USAID) [24] . Each sequential series of this crosssectional survey is a nationally representative sample of non-institutionalized population. In this study, we used the data that was collected in 2011, which is the latest available data of the BDHS.
Sampling design and sample size
The 2011 BDHS used two-stage stratified cluster sampling from non-institutionalized individual households [24] . The sampling frame used for the survey was the complete list of enumeration areas (EA) covering the whole country of the most recent population census prepared by the Bangladesh Bureau of Statistics (BBS) [25] . An EA is a geographic area covering on average 113 households [24] . In the first stage, 600 EAs (207 urban, 393 rural) were selected with probability proportional to the EA size. In the second stage of sampling, a systematic sample of 30 households on average was selected from each sampling unit to provide statistically reliable estimates of key demographic and health variables for the country as a whole, for urban and rural areas separately, and for each of the seven divisions of Bangladesh. With this design, the survey selected 17,964 (11,754 rural, 6 ,210 urban) residential households. Among the selected households, 17,141 were interviewed successfully with a response rate of 98 % [24] . For measuring biomarker information, a random subsample (one-third of the households) was selected. In this subsample, all women and men of ages 35 years and older were eligible to participate in the biomarker component, which included blood pressure measurements, testing for anemia, blood glucose testing, and height and weight measurements. A total of 8,835 (4,524 men and 4,311 women) household members of ages 35 years and older from 83,731 household members was included in the subsample [24] . Among them, 92 % of women and 86 % of men participated in the blood pressure measurement, and 89 % of women and 83 % of men participated in the blood glucose measurement [24] . After excluding the missing data and non-responses, the final sample size became 7,543. The sample design and sample selection process is presented in Fig. 1 . The detailed survey procedure, study method, and questionnaires are available in the final report of 2011 BDHS [24] .
Study variables
Information on socioeconomic and demographic characteristics of the respondents were collected including age, sex, education, marital status, working status, division of residence, place of residence (rural or urban), wealth status, and anthropomorphic characteristics like blood glucose level, blood pressure, history of diabetes and hypertension, and medication. Some indicators were determined through the physical examination. Height and weight were measured to calculate body mass index (BMI). The BMI was categorized into two categories: normal (BMI ≤ 24.99), overweight and obese (BMI ≥25). Blood pressure and blood glucose were measured by trained health technicians [24] .
Measurements and diagnostic criteria for disease
HemoCue 201+ blood glucose analyzer was used to measure the blood glucose [24] . The survey used the World Health Organization (WHO) [26] cut-off points for measuring fasting plasma blood glucose. An individual was defined as 'diabetic' , if fasting plasma glucose level was ≥7.0 mmol/L or taking medication to reduce the blood sugar, 'pre-diabetic' if fasting plasma glucose level was 6.0-6.9 mmol/L, and 'diabetes free' if fasting plasma glucose was below 6.0 mmol/L [26] . For our analysis, we merged two groups ('pre-diabetic' and 'diabetes free') together to make the variable dichotomous (diabetic patient and non-diabetic patient). The 2011 BDHS used the American Heart Association (AHA) [27] guidelines for cut-off points for blood pressure measurements. An individual was considered as hypertensive if systolic blood pressure (SBP) ≥ 140 mmHG and/or diastolic blood pressure (DBP) ≥ 90 mmHG and/or taking anti-hypertensive medication to reduce blood pressure. Pre-hypertension was defined by SBP ≥120 mmHg but < 140 mmHg and/ or DBP ≥ 80 mmHg but < 90 mmHg and/ or no anti-hypertensive medication at the time of survey. Individuals with SBP and DBP ≤ 120/80 were considered as normal [27] .
Statistical analysis
We conducted bivariate analysis to compare the diabetic respondents across the categories for each of our study variables. A chi-square test was performed to determine the proportional differences by diabetes status. The correlates of diabetes among the adults were assessed by using multivariable logistic regression models. Odds ratios (OR) with 95 % confidence intervals (CI) for correlates of diabetes were estimated. The first model included all selected sociodemographic and economic characteristics, the second model included anthropometric characteristics, the third and the fourth model included interaction terms and square term of age, respectively, and the final model included significant predictors (p < 0.05) based on all four models. For selecting the best model, the value of -2LogLikelihood ratio test, AIC, and the area under the receiver operating characteristic (ROC) curve was examined. The lower values of -2Log Likelihood ratio test and lower AIC value represent the better model. The area under the ROC curve (Table 5 ). An area of 1.0 represents the perfect test and an area of 0.5 represents the worthless test. Appropriate sample weights were used for the whole data set provided by the 2011 BDHS. We used SPSS 20.0 (SPSS, Inc) to analyze the data [28] .
Results
A summary of the socioeconomic, demographic, and anthropometric characteristics of the diabetic and nondiabetic respondents was shown in Table 1 . Among the respondents (n = 7,543), 49.3 % were male and 50.7 % were female. Respondents with older age and higher education had higher percentages of having diabetes compared to the respondents with a younger age and no education. It was also found that most of the diabetic respondents came from the richest households (39.1 %), followed by richer households (21.4 %), and the other wealth index categories had a similar proportion of diabetes (around 13 %). The correlates of diabetes differ significantly with the change in BMI and hypertension. Diabetes was more likely to occur among the study participants with higher body weights (p <0.01). Twenty six percent of the diabetic respondents were overweight and obese, and about 65 % of the hypertensive respondents had diabetes. Women and men of ages 35 years and older were asked questions related to any previous diagnosis of diabetes and whether they were taking medication to treat their diabetes. Figure 2 shows the awareness and treatment status of diabetes by sex and by place of residence. The awareness and treatment status among males were more or less similar in both rural and urban areas. However, females in the rural areas were less aware, and a lower proportion of them were taking medicine to control diabetes. Table 2 shows the method of medication of the diabetic patients. Seventy five percent of those receiving treatment take medication orally, 17.39 % take injections, and 7.60 % take medication both orally and by injection. Table 3 shows the distribution of education, body mass index, and hypertension status by place of residence. The urban respondents were found to have higher BMI (26.9 % vs 5.4 %) and be more hypertensive (62.7 % vs 50.2 %) compared to the rural respondents. Table 4 shows the odds ratios and confidence intervals from multivariable logistic regression analysis for different correlates of type 2 diabetes. Participants with increased age and having higher education, higher socioeconomic status, hypertension, and higher BMI were more likely to have type 2 diabetes. Individuals aged 55-59 years had more than two times the chance (OR = 2.37, 95 % CI: 1.76-3.21) of having diabetes than the individuals aged 35-39 years old. In addition, respondents with higher education were 1.67 (95 % CI: 1.18-2.36) times more likely to have diabetes compared to the respondents with no education. The analysis also indicated that individuals who were employed were less prone (OR = 0.74, 95 % CI: 0.58-0.95) to have diabetes compared to those who were not engaged with any work. The wealthier respondents were twice as likely (OR = 2.01, 95 % CI: 1.50-2.70) to be diabetic compared to the lowest income group (reference group) of the population. The odds of having diabetes between overweight and obese persons was found to be 1.83 (95 % CI: 1.51-2.23) compared to the normal weight respondents, and the result was highly statistically significant. Individuals having hypertension were 1.41 (95 % CI: 1.19-1.66) times more likely to have diabetes than the individuals who does not have hypertension. Neither sex nor marital status was strongly associated with having diabetes. A wide variation in the correlates of diabetes was found among the respondents of seven administrative divisions of Bangladesh. Study participants from Barisal, Chittagong, and Dhaka divisions had higher odds of having diabetes compared to the study participants from the Sylhet division.
Discussion
Our study shows that older age, higher education, affluent socioeconomic status, hypertension, and obesity are significant correlates of type 2 diabetes among the adult population in Bangladesh. We found that respondents between ages 55-59 years have a higher odds of having diabetes compared to those ages 35-39 years. Due to the decline in fertility level and a steady increase in life expectancy in Bangladesh, the population age structure is changing. The number of old age population will increase rapidly, which will strengthen the correlates of diabetes among older age population in the near future. Moreover, diabetes occurs much more among the respondents with higher educational attainment and higher social status. These findings are found to be consistent with previous studies conducted in Bangladesh [10, 22, [29] [30] [31] [32] and some neighboring countries [11, 33] . Furthermore, the degree and extent of correlates of type 2 diabetes varies by level of socioeconomic status and income. For example, studies demonstrate that the higher socioeconomic status plays a major role in the reduction of diabetes in the developed countries [34] [35] [36] , whereas in Bangladesh, we found an inverse relation between higher educational attainment and having diabetes. This result is in line with the other studies of developing countries [34] , especially in Asia [37, 38] . We also found that individuals having a higher educational attainment were more likely to have type 2 [20, 40] . Hence, our study, as well as several previous studies, confirmed that being overweight and obese is the independent and strongest correlate of type 2 diabetes, irrespective of gender, race, and region [32, [41] [42] [43] [44] [45] [46] [47] . Several authors showed that for one unit of increase in BMI there is a possibility of increase of diabetes by 12 % [43] . Educated and wealthy individuals may be used to living in urban areas, consuming more fast food, and fatty foods, as well as participating less in physical exercise, which may be the important causes of being overweight and obese, prolonging the correlate of diabetes [48] . The rural people are more likely to be engaged in daily household and other labor intensive activities, and burn a lot of calories that may keep them physically active and lead to lower BMI. Moreover, urban people have insufficient facilities to have physical exercise and to maintain a healthy life which leads them to have higher BMI and therefore, more likely to have diabetes in low and middle income countries [40] . Type 2 diabetes was found to be associated with hypertension. This finding is consistent with cross sectional studies in Bangladesh [21, 22, 40] , India [49] , China [39] , Taiwan [50] , and Nigeria [51] . Two population based studies also found that untreated high blood pressure has been linked to diabetes [52] . However, some studies also found the coexistence of hypertension and diabetes [53, 54] across different ethnic, racial, and social groups.
The correlates of diabetes also varied by the regions of residence in Bangladesh: adults from Barisal (Southern), Chittagong (Southeastern), and Dhaka (Central) divisions were more likely to have diabetes compared to the respondents from Sylhet (Eastern) division. There may be limited facilities of physical activity available in these divisions, and individuals are unwilling to take those advantages due to huge road traffic and public safety issues. Since the reasons for these variations are still unknown, longitudinal cohort studies may be conducted to examine the underlying causes behind this variation among the divisions of Bangladesh.
Strength and limitations
Our study provides evidence of the correlates of type 2 diabetes using the nationally representative sample with comprehensive information on diabetes as well as associated demographic and anthropomorphic characteristics. To our knowledge, this is the first survey in Bangladesh, which collected information on diabetes for adult population by using WHO recommended methods. Therefore, the findings are more representative compared to the previous small scale studies in the country. Despite these strengths, there are several limitations to our study. The findings are generalizable only for the adult populations in developing countries. Apart from the correlates of type 2 diabetes mentioned here, there are a significant number of factors, such as insulin resistance, race or ethnic background, family history of diabetes [30, 55] , dieting habits, life style, physical activity, cholesterol level, and cigarette smoking etc., which may be associated with diabetes [39, 56] . We could not include these factors because they were not available in the 2011 BDHS data. Future work should be considered addressing these factors in Bangladesh.
Conclusions
Consistent with the literature, we found that there is a wide range of factors, which are significantly correlated with type 2 diabetes among the adults in Bangladesh. The findings demonstrate that individuals with older age, higher socioeconomic status, higher education, high BMI, and hypertension have a significant influence on the odds of having diabetes. Moreover, a significant proportion of the adult men and women are not aware of the consequence of this disease, and a small proportion of them are taking medication to control their blood sugar. Since diabetes is a modifiable disease, several recommendations and policy implications can be made based on our study findings. Country-wide diabetes screening programs could be implemented for early diagnosis and control of diabetes with special attention to the older age individuals. These screening programs may help to reduce long-term health complications and the financial cost for the care of the disease. We found that educated and wealthy individuals are more likely to have diabetes in our study. Therefore, motivational programs (i.e., adopting a healthy lifestyle, changing dietary habits, managing blood pressure level, and reducing body weights) should be implemented through specific public health interventions for the wealthy and/or individuals with higher educational attainment. Finally, multi-sectoral preventive strategies including health education programs, especially incorporating information on correlates of type 2 diabetes in the text curriculum at secondary and higher secondary level to build awareness of the disease, mass media campaign to promote physical activity, healthy dieting, and lifestyle changing is essential in Bangladesh. 
